Penetrating ocular trauma is one of the most important causes of vision loss, especially in men, and can be associated with intraocular foreign bodies. The incidence of intraocular cilia after trauma is very low. Here we report the case of a 24-year-old man who visited Poostchi Ophthalmology Clinic (Shiraz, Iran) due to a gradual vision loss in his left eye over the past 2 months. The probable cause was a foreign object (metal splinter) in the eye as a result of hammering metal on metal. An examination revealed the site of a 2-mm sealed corneal laceration, localized central cataract with intralenticular cilia, and moderate anterior reaction. The patient underwent foreign body removal, lensectomy, and posterior chamber intraocular lens implantation. One day after the operation, the visual acuity of the patient was 20/20. The intraocular cilia may have various clinical presentations; however, there is no report of a case with cilium embedded in the lens without any sight-threatening complications other than localized cataract and a moderate inflammatory reaction. Timely management and operation allow such patients to maintain a good vision.
What's Known
• Intralenticular foreign body following trauma is rare and may have various clinical presentations. Hence, it requires an individualized approach for each patient.
What's New
• A rare case of intralenticular cilia and localized central cataract caused by a metal splinter is reported. In similar reported cases, the cilium was either located in the anterior chamber or complicated by endophthalmitis.
• The patient gained 20/20 visual acuity after a successful phacoemulsification and posterior chamber intraocular lens implantation.
Introduction
Penetrating ocular trauma is one of the most important causes of vision loss, especially in men, and can be associated with intraocular foreign bodies (IOFBs). However, intralenticular foreign bodies (ILFBs) are uncommon and constitute 5%-10% of all IOFBs. ILFBs can be categorized into metallic and non-metallic (e.g. cilia, glass stone, etc.) and almost always result in vision loss due to complete cataract. 1 There are few reports of asymptomatic ILFBs worldwide. 2 The incidence of intraocular cilia after trauma is very low but is described in few reports. [3] [4] [5] Intraocular cilia are usually located in the anterior chamber, embedded in the iris, floating in the anterior chamber, or partially lodged in the wound. Although cilium is considered relatively inert, it may have various clinical presentations ranging from being asymptomatic to severe inflammation or endophthalmitis; therefore, requiring different approaches. 6 Herein we report a rare case of intraocular cilia, which was embedded in the lens at the bulb and protruded into the anterior chamber with localized central traumatic cataract and moderate anterior chamber reaction. The source of the penetrating ocular trauma was a foreign object (metal splinter) in the eye caused by hammering metal on metal.
Case Presentation
A 24-years-old man visited Poostchi Ophthalmology Clinic, affiliated to Shiraz University of Medical Sciences (Shiraz, Iran), in October 2017 due to a gradual vision loss in his left eye over the past 2 months. The patient did not wear safety glasses while hammering metal on metal.
On ophthalmic examination, the visual acuity of his left eye was 1-meter (counting fingers) and the relative afferent pupillary defect (RAPD) was negative. Intraocular pressure (IOP) value measured by the air-puff tonometer was 16 mmHg. There was no limitation of motion of the extraocular muscles.
On slit lamp examination, there was a paracentral lid margin notching of the left lower lid (possibly corresponding to the mentioned trauma), moderate blepharitis, and mild ciliary injection of conjunctiva. The pupil was round, regular, and reactive. The cornea was clear except for the site of a 2-mm vertical sealed laceration oriented in the center. The Seidel test was negative. The anterior chamber was formed and 2+ cells were detected in the anterior chamber. Localized central cortical cataract was observed around intralenticular cilia, which was embedded at its bulb and protruded into the anterior chamber (figure 1).
On dilated fundoscopic examination, no sign of vitritis was present. The red reflex was good, but the posterior segment could not be evaluated thoroughly. Consequently, ocular sonography was performed which showed that the retina was attached and no other foreign body was present in the eye. The ocular examination of the right eye was unremarkable.
The patient was treated with prednisolone acetate 1% and homatropine 2% topical eye drops (Sina Darou, Iran) every 6 hours and 8 hours, respectively, for 5 days till the anterior chamber reaction and the ciliary injection were resolved. The patient then underwent foreign body removal, lensectomy, and intraocular lens implantation. Under general anesthesia, after removing the cilia, we performed continuous curvilinear capsulorhexis and lensectomy with an irrigation/aspiration probe. A posterior chamber intraocular lens (PCIOL) was implanted in the capsular bag. On the first post-operative day, the uncorrected visual acuity was 20/20. The patient was subsequently treated with ciprofloxacin 0.3% and prednisolone acetate 1% eye-drops (Sina Darou, Iran) every 4 hours and 2 hours, respectively, for 1 week which was tapered over a month. His post-operative course over 6-month follow-up was uneventful. A written informed consent was obtained from the patient for the publication of the present case report.
Discussion
ILFBs almost always result in vision loss due to complete cataract. In the present case, however, the cataract was localized and limited possibly due to the small site of penetrance.
1 There are few reports on asymptomatic ILFBs worldwide and it is estimated that the encapsulation of IOFBs by a thin membrane may play a role in limiting the subsequent complications of traumatic lens capsule rupture. It is also possible that in small size anterior capsular defects (<2 mm), the subcapsular epithelium rapidly proliferates and prevents free fluid and ionic shift into the lens and thus the resulting cataract. 2 However, in capsular defects greater than 3 mm usually total cataract develops. 3 In the present case, the size of the anterior capsular tear caused by the cilia Figure 1 : The anterior chamber is formed and centrally localized cataract around the cilium is seen (A). With greater magnification, the cilium is seen embedded at its bulb in the lens with the surrounding localized cataract and protruding into the anterior chamber (B). was 1 mm and thus could be easily epithelialized before complete cataract formation. The incidence of intraocular cilia after trauma is very low and is only described in a few reports. It is mainly caused by a metal wire, contrary to our case which was caused by a splinter as a result of hammering metal on metal. 4, 5, 7 The incidence of cilia in the anterior chamber is very low (0.4%). The anterior chamber is the most frequent site where intraocular cilia is reported (45%). However, it is usually embedded in the iris and sometimes floats in the anterior chamber or partially embedded in the wound. 8, 9 In the literature, in nearly all similar cases, the cilium was floating in the anterior chamber. There was only one report of the cilia embedded in the lens which was complicated by a propionibacterium acnes lens abscess. 10 Cilium is considered to be a relatively inert IOFB and shown to be tolerated for 50 years (one case report). However, the consequence of intraocular cilium is not predictable and can cause inflammation with varying degrees of severity. There are reports of inducing uveitis, iris cyst, cataract, intralenticular abscess, and endophthalmitis. 6, 10 However, in our patient, the intralenticular cilium resulted in 2+ anterior chamber reaction and simple cortical cataract which was managed efficiently with eyedrops pre-operatively.
Management of ILFBs is controversial and depends on the patients' age, type of foreign body, its location and impact on the visual acuity, and the accompanying ocular damage following trauma. Small ILFBs not involving the visual axis could be managed conservatively until the progression of cataract, ocular inflammation, and signs of siderosis bulbi in the metallic foreign bodies. There are reports of patients with ILFBs who maintained good vision for up to 40 and 60 years of follow-up. When the foreign body and the localized lens opacity compromise visual acuity, it is recommended to perform lensectomy or phacoemulsification, foreign body removal, and PCIOL implantation. However, this procedure impairs the near vision which can be disabling in young patients. 2 Since our patient had a 1 mm localized cortical cataract, it was decided to perform lensectomy, foreign body removal, and PCIOL due to vision loss. Despite perioperative ocular inflammation in such cases, as in our patient, good visual acuity can be obtained.
The main limitation of the present study was the unavailability of our patient for further follow-up beyond 6 months post-operation.
Conclusion
Intraocular cilium may have various clinical presentations requiring an individualized approach for each patient. In the present case, the cilium was embedded in the lens, protruded into the anterior chamber, and caused a localized central cortical cataract with moderate inflammatory reaction. Due to visual impairment, its removal was deemed necessary. Timely management and operation allow such patients to maintain a good vision.
